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Snapshot: BMH Visits to a Children’s ED
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Since July 2015, BMH visits to a 
Children’s ED have increased by 116%. 

Top 5 BMH 
Diagnoses

1. Suicidal ideation
2. Conduct disorder
3. Depression
4. ADHD
5. Anxiety

A patient with BMH support needs stays 3.5 times longer in a Children’s ED 
than a patient with only medical needs.

Payor Sources

1. CMO (51%)
2. Private/Commercial 

(21%)
3. Traditional Medicaid 

(20%)
4. Self-pay (6%)
5. Medicare (1%)

53% of BMH visits to a 
Children’s ED require 

transfer to a psychiatric  
facility. 

12.5% of patients who 
transfer from Children’s ED 

to a psychiatric facility return 
to Children’s within 30-days 

with a BMH complaint.

30% of BMH visits are 5-12y
66% of BMH visits are 13-18y

3% of BMH visits are 18y+



Process to Transition to Higher Level of  Care

Assessment and 
Stabilization

Placement Acceptance 

Denial

Transfer

Several factors create challenges during this transition, including:

•Payor     
Source

Exclusionary 
Criteria

Lab        
Work

Consent 
Forms
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Payor Source is a Challenge
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Least Challenging

Most Challenging

Commercial/Private (21%)

CMO (51%)

Traditional Medicaid (20%)

Self-Pay (6%)
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Exclusionary Criteria is a Challenge
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Patients with BMH support needs and an Autism diagnosis wait in 
ED for placement 15 hours longer than patients without Autism.

• Exclusionary criteria excludes
placement for patients who:

– Cannot complete Activities 
of Daily Living (ADL)

– Are aggressive and cannot 
be safely managed at a 
CSU.

– Are of a certain age

– Are COVID +
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Patient Example  
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10-year-old female with significant developmental delay with a 
history of Autism, Aggression, and Major Depressive Disorder 

presents to the Emergency Department after expressing thoughts 
of harming herself to her mother. Patient injured two employees 

within an hour of arrival and was placed in restraints. Patient 
receives a 1013 and requires placement at a psychiatric facility for 

further care. Patient has traditional Medicaid for insurance. 

Challenge: Payor Source/Insurance

• There are a limited number of facilities that can accept patients with traditional 
Medicaid. 

• There are even further limitations because Autism is an exclusionary criteria.

• None of the facilities that can accept traditional Medicaid can accept patients 
with an Autism diagnosis. 



Required Lab Work is a Challenge

• Acceptable lab ranges are not based on 
pediatric values.

• Patients are flagged as “yellow” or “red” 
on the GCAL bed board if lab work is 
outside acceptable ranges.

• Patients are flagged even if a lab is only 
0.05 outside the acceptable range. 

• There can be delays in decisions 
regarding patient placement if flagged 
after-hours because there is not a 
physician available to review the labs.
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Regardless of whether the psychiatric condition warrants lab work, 
we are required to obtain labs on each patient needing placement.
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Patient Example
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16-year-old male with a history of Bipolar disorder presents to the 
ED at 10pm with suicidal ideation. Patient has no other medical 

history. Patient receives a 1013 and requires placement at a 
psychiatric facility for further care. Because patient does not have 

insurance, he will be placed on the GCAL Board. Lab work is 
required before patient can be accepted.

DBHDD/GCAL’s Acceptable Lab Values for WBC

<1.8K <3K 3K - 10K 10.1K - 17K   >17K

• Patient’s WBC is 10.15K which flags this patient as “yellow” for review 
by a Medical Director at one of the GCAL facilities. 

• Because it is 10pm at night, there is not a Medical Director to review 
this patient; therefore, he will remain in ED until the next morning.
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Consent Forms are a Challenge
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Large (some 
are >30 pages)

Not all are 
available in 

Spanish

Forms differ by 
facility

Forms are 
frequently lost

Parent is not 
always present 
to sign forms

DFCS not 
present to sign 

forms



Medical vs BMH Transfer – Placement

Medical Transfer BMH Transfer

• Smaller number of patients • Larger number of patients

• Facilities are chosen based on 
the specialty (medical) 
required.

• Facilities are chosen based on 
specialty (psych) and by payor 
source.

• Placement is initiated through 
the receiving hospital’s Transfer 
Center.

• Depending on payor source, 
placement can be initiated in a 
variety of different ways.

• Very little exclusionary criteria 
exists.

• Exclusionary criteria exists and 
can cause placement challenges.

• An MD-MD conversation 
occurs with every transfer.

• An MD-MD conversation may 
only occur if facility requests 
more clinical information.
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Medical vs BMH Transfer – Acceptance/Denial
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Medical Transfer BMH Transfer

• Patients are accepted quickly. • Acceptance takes longer.

• Very few denials per patient. • More denials per patient.

• Medical conditions requiring 
medical transport (i.e. burns, 
OB) have higher 
reimbursement rates.

• Psychiatric conditions requiring a 
BMH transfer are reimbursed at 
lower rates.

• Insurance prior authorization 
is not required prior to 
transfer.

• Insurance prior authorization is 
not required prior to transfer.
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In Summary

• Streamline the admission and transfer process

• Develop a pediatric-specific required lab set and criteria

• Develop a process for facilities to accept and safely care for 
patient who are:

– Aggressive 

– Developmentally delayed

– COVID +



Questions?

Dan.Salinas@choa.org

Kristen.Cranmer@choa.org

mailto:Kristen.Cranmer@choa.org
mailto:Kristen.Cranmer@choa.org


Appendix
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Recommendations to the Sub-Committee
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Aggression

• Consider implementing a reimbursement leveling system that would allow 

for additional staffing so that aggressive patients can be safely monitored 

while receiving the intensive treatments they need.

• Create an interim level community program to support these patients with 

aggression.

Required 

Lab Work

• Provide funding for the CSUs to support an on-call physician after-hours to 

review flagged patients so that acceptance is not delayed. 

• Provide additional resources to DBHDD to make IT upgrades to the GCAL 

system to include pediatric-specific vital sign and lab value ranges.

Consent 

Forms

• Create a universal Consent form, in English and Spanish.

• Develop an electronic process for sending/receiving consent forms via the 

electronic GCAL bed board or another electronic platform.

• Provide resources to DBHDD to support IT upgrades that would support 

universal electronic consents.
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Recommendations to the Sub-Committee
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Care 

Coordination

• Develop a partnership with leaders from Children’s, DPH, DBHDD, 

Georgia Collaborative ASO, private insurers, CMOs, acute psychiatric 

hospitals and CSUs to discuss children who are high utilizers of crisis 

care and how we can best support the needs of the child.

Reimbursement

• Further explore the reimbursement landscape.

Behavioral health 

Workforce 

• Require a minimum data set surveys for licensed behavioral health 

providers to better understand the behavioral health workforce. Data 

set could include who is actively practicing and where, types of 

insurance accepted, certifications specialties, telehealth offered, etc.

Autism

• Increase bed capacity across the crisis care continuum to ensure that 

there is improved access resulting in the child needs appropriately 

matched.


